Bilateral proliferative retinopathy in an adult is nearly always due to diabetes mellitus. When the proliferation progresses, even following laser treatment, this suggests that the control of the diabetes is inadequate. We therefore present the following case as a reminder that there are exceptions to every rule and that other disease processes may give a similar clinical picture but require very different management.
Case report
A 61-year-old female insulin-requiring diabetic presented to the Eye Casualty Department with a 1 month history of blurred vision. She had been diagnosed as diabetic 10 years previously, and had required insulin for the last 5 years. Previously she had been monitored for ocular hypertension and 1 year prior to presentation she had been noted to have visual acuity (VA) of 6/5 right, 6/9 left and no significant retinopathy.
On presentation she was noted to have VA of 6/18 right, 6/12 left; examination of her fundi showed gross bilateral macular oedema with marked pre-proliferative retinopathy in all quadrants of both eyes. It was noted that she was normotensive and had recently managed to stop smoking. Her haemoglobin a1c (Hbale) was elevated at 12.5%. She was receiving joint diabetic care from the diabetic physicians and her general practitioner. She was encouraged to improve her diabetic control and lost 13 kg over the following 6 months.
She received bilateral grid laser photocoagulation followed 1 month later by bilateral pametinal photocoagulation (PRP). Eight weeks later she had developed proliferative retinopathy in both eyes and received further PRP. Three weeks later, whilst on holiday elsewhere, she developed pain and photophobia. She was noted by a local eye unit to have rubeosis iridis with a left hyphaema, bilateral uveitis and raised intraocular pressures. The pressure rise and iritis were treated medically. Further PRP was recommended for which the patient elected to return home. The proliferative retinopathy responded to the combination of chemotherapy and the previous PRP. The vision continued to fall to a level of 6/18 right, 6/60 left, as a consequence of ischaemic maculopathy.
Comment
This patient progressed from background to proliferative retinopathy over a period of 1 year. This was felt to be due to her poor diabetic control (Hbale 12.5%) and that her subsequent weight loss was due to her tightening her diabetic control. It is likely, however, that both the weight loss and proliferation were accelerated by the CML and, in addition, diabetic eyes are known to tolerate anaemia poorly.l Proliferative diabetic retinopathy is many times commoner than retinopathy related to leukaemia. However, a FBC is inexpensive and easy to perform. We would recommend that it should be included in the investigation of any patient, diabetic or not, developing a proliferative retinopathy.
We thank Southampton Eye Unit medical illustration for providing the photographs.
References and further reading Venous occlusion secondary to optic disc drusen is a rare clinical entity. We report a woman who had disc drusen, who suffered a central retinal vein occlusion following ingestion of post-coital hormonal contraception.
Case report
A 33-year-old female physical education teacher presented with a history of sudden-onset blurring of vision in her left eye. History revealed ingestion of post coital hormonal contraception, the Schering PC4 pill, containing 500 ILg norgestrel and 50 ILg ethinyloestradioll 3 days previously, after which she suffered nausea and diarrhoea. Past medical history included a partial thyroidectomy for autoimmune thyroiditis with current medication of thyroxine 100 ILg daily. Contraceptive history included taking the oral contraceptive pill but years previously. She neither smoked nor drank alcohol and she exercised moderately. She was an emmetrope with visual acuities of 6/6 right and 6/18 left. There was no relative afferent pupillary defect. Intraocular pressures were normal. There was a central retinal vein occlusion (Fig. 1a) . Blood pressure was normal at 120/80 mmHg. Investigations including full blood count, urea and electrolytes, serum glucose, erythrocyte sedimentation rate, plasma viscosity, thyroid function tests, fasting cholesterol and lipid profile were all entirely normal.
Thrombophilia screen including factor V Leiden mutation detection, prothrombin gene mutation detection, clotting screen, lupus anticoagulant, anticardiolipin antibodies, protein C, protein S and antithrombin III were all normal. B-scan ultrasonography demonstrated the presence of bilateral optic disc drusen (Fig. 2) . The patient was reviewed 1 month after presentation, when vision was restored to 6/6 left eye with complete resolution of the retinal changes (Fig. 1b) .
Comment
Central retinal vein occlusion (CRVO) usually occurs in older adults and is often associated with systemic disease. In younger patients, aetiological considerations should include coagulant abnormalities or underlying conditions such as hormone ingestion, mitral valve prolapse and migraine.2
Disc drusen in association with CRVO are detailed histologically but rarely clinically recognised? CRVO can arise from external compression secondary to drusen of the optic disc.4 B-scan ultrasonography is the investigation of choice. Drusen constitute concentrically laminated calcified bodies which are situated anterior to
